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Occupational Health Research in Developing Countries: 
A Partner for Social Justice
| Iman A. Nuwayhid, MD, DrPH

Occupational health remains
neglected in developing coun-
tries because of competing
social, economic, and politi-
cal challenges. Occupational
health research in developing
countries should recognize the
social and political context of
work relations, especially the
fact that the majority of devel-
oping countries lack the polit-
ical mechanisms to translate
scientific findings into effective
policies.

Researchers in the develop-
ing world can achieve tangible
progress in promoting occupa-
tional health only if they end
their professional isolation and
examine occupational health in
the broader context of social
justice and national develop-
ment in alliance with research-
ers from other disciplines. An
occupational health research
paradigm in developing coun-
tries should focus less on the
workplace and more on the
worker in his or her social con-
text. (Am J Public Health. 2004;
94:1916–1921)

HEALTH AND SAFETY
innovations in the workplace,

with low-cost and locally relevant
solutions, have been initiated in
several developing countries.1–3

However, occupational health re-
mains neglected in most develop-
ing countries under the pressure
of overwhelming social, eco-
nomic, and political challenges.4–6

The traditional workplace-
oriented occupational health
has proven to be insufficient in
the developing world, and tangi-
ble progress in occupational
health can be achieved only by
linking occupational health to the
broader context of social justice
and national development.7–10

In this article, I describe the
history and current state of occu-
pational health in industrialized
countries to argue that occupa-
tional health researchers in de-
veloping countries must focus
less on the workplace and more
on the worker and the worker’s
social context in which work-
place practices are embedded.
Leading occupational health re-
search issues are grouped into 2
domains: an internal domain,
which focuses on the workplace
(microenvironment), and an

external–contextual domain,
which examines the wider social
and global issues. Figure 1 lists
examples of issues that are ad-
dressed in each domain.

LESSONS FROM THE
INDUSTRIALIZED WORLD

A striking characteristic of oc-
cupational health in the indus-
trialized world, and a message
frequently disseminated in devel-
oping countries, is the contribu-
tion of science to progress in oc-
cupational health through data
collection, ongoing assessment of
problems, and innovative techno-
logical solutions.11 However,
what is rarely mentioned is the
presence in developed countries
of a political mechanism that me-
diates the translation of scientific
findings into policies and regula-
tions that are enforced by special-
ized agencies. In fact, very little
progress in occupational health
has been or can be achieved
without such a mechanism.

The history of occupational
health in the United States and
other industrially developed

countries shows that progress has
not been linear; occupational
health has been influenced pri-
marily by events outside the
field, namely social movements
and changes in the delivery of
health care and perception of
health.11–14 Setbacks and regres-
sions caused by changes in the
political mood and the popular
attitude toward work-related
risks are not infrequent.12,15 Nev-
ertheless, the occupational health
community has succeeded, even
in less favorable times, in ad-
dressing occupational health is-
sues by participating in a process
of risk assessment and risk man-
agement that “determines” the
validity and strength of scientific
findings versus the economic,
technological, and sociopolitical
feasibility of intervention.16

Occupational health research-
ers in industrialized countries in-
vestigate the effect of work on
health, depending on a process
that translates their scientific
findings into policy. A case in
point is the current National Oc-
cupational Health Research
Agenda in the United States,
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FIGURE 1—Domains of occupational health research.

which, in spite of an iterative pro-
cess of consultation, still focuses
on disease and injury, work envi-
ronment and workforce, and re-
search tools and approaches.17

Those priorities are limited
mostly to the internal domain of
occupational health, although the
National Occupational Health Re-
search Agenda encompass the
understanding of the health ef-
fects of long-term exposure to
low hazard concentrations as
well as the identifications of
early indicators of exposure and
subclinical health effects. The
workplace-centered approach, al-
though limited, serves well the
cause of occupational health in
developed countries; this is not
necessarily the case for occupa-
tional health in developing coun-
tries. By contrast, without similar
parliamentary or democratic po-
litical mechanism(s) and risk as-

sessment processes, the industri-
alized model cannot be imported
to developing countries.5

OPTIONS FOR
OCCUPATIONAL HEALTH
RESEARCH IN
DEVELOPING COUNTRIES

Current deficiencies of occu-
pational health in the develop-
ing world—reported in such dis-
parate locations as Bangladesh,18

Central America,19 Lebanon,20

South Africa,8 and Thailand21—
are attributed to a lack of gov-
ernmental interest in occupa-
tional health, poor data and
data collection systems, and
weak enforcement of health
and safety regulations.

Occupational health profes-
sionals have repeatedly won-
dered why governments in
these countries are relatively

unconcerned with occupational
health, and why occupational
health is absent where it is most
needed,22 particularly given that
clear empirical links exist be-
tween good occupational health
practices, a healthier labor force,
and improved productivity. In-
deed, workplace interventions
such as proper occupational hy-
giene and ergonomic practices
have been presented as one of
the tools to break the cycle of
poverty, because these improve
productivity, salaries, and, conse-
quently, living conditions.5,23,24

However, this sequence of posi-
tive impacts is not clear to deci-
sionmakers in most developing
countries, who still perceive oc-
cupational health as a luxury.

Therefore, many occupational
health professionals advocate
that occupational health re-
search in developing countries

focus on gathering and dissemi-
nating information on workplace
hazards to make a stronger and
more convincing case for the
importance of occupational
health.25 This claim is further
substantiated by the few inter-
nationally funded research proj-
ects that clearly show an effect
on capacity building and change
in practices or policies.19,26–28 It
is true that traditional occupa-
tional health research is neces-
sary in developing countries.
However, there are several rea-
sons why traditional occupa-
tional health research is not
sufficient.

Although it is true that “as-
sessment of the health impact of
occupational risks is important
for social recognition of these
risks, to plan and facilitate ade-
quate interventions for their pre-
vention and to adequately man-
age the health burdens they
cause,”29(p265) the primary obsta-
cle to occupational health in
most developing countries re-
mains the lack of a political
mechanism that translates infor-
mation into action. In reality, pol-
icymakers in the developing
world do not lack information.
A casual walk through any type
of workplace in most developing
countries would easily uncover
the range of unsafe practices
and occupational hazards. Poli-
cymakers are still driven by the
need to address other “more
pressing” social and health is-
sues30 that are politically less
complicated and more saleable
to the general public.

The solution to occupational
health problems in developing
countries therefore requires not
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FIGURE 2—The occupational health “cycle of neglect” in developing countries.

only technological innovation31

but also significant institutional
and legal developments.32 Oc-
cupational health researchers
should understand the “political
economy” of the labor market at
global, regional, and nation–
state levels.33,34 They must rec-
ognize the leading role of forces
fighting for social justice, particu-
larly the role of organized labor,
which is instrumental to advanc-
ing national occupational health
agendas and ratifying interna-
tional labor laws, notwithstand-
ing the repression they face and
their questionable representation
of the interest of their con-
stituency in many developing
countries.31–36 Occupational
health researchers in developing
countries also must be alert to
the potentially negative effect of
global trade on the health and
safety of poor and marginalized
workers.37 Research should
contribute to the international
call to hold multinational corpo-
rations accountable to interna-
tional ethical occupational health
practices.38

Consequently, a different re-
search paradigm is warranted for
occupational health research in
developing countries. The para-
digm should make the most effi-
cient use of existing assets and
minimize conflict with practical
realities. Specifically, instead of
focusing on the workplace as an
isolated entity and moving out-
ward to the wider social and po-
litical arena as done in occupa-
tional health research in
industrialized countries, occupa-
tional health research in the de-
veloping world should focus on
the social and political issues and

then move inward to address the
particularities of the workplace
(i.e., from the “external–contex-
tual domain” to the “internal do-
main”). This approach builds a
wider alliance up front with so-
cial scientists, economists, politi-
cal scientists, unionists, non-
governmental organizations,
women’s organizations, human
rights groups, and others as an
entry point into the occupational
health field. In other words, the
occupational health vicious “cycle
of neglect” in developing coun-
tries (Figure 2) should be broken
at the allies’ link (step 5) to build
consensus22 and “fundamental
change in the attitude” (emphasis
added) toward the day-to-day ex-
posure to risk.39(p532)

Occupational health research
should be “mainstreamed” as an
integral component of public
and environmental health re-
seach7,8,40,41 and placed in its
broader social and cultural con-
text42 by addressing issues such
as globalization, the importation

of health hazards, women at
work, migrant workers, and child
labor, in addition to the narrower
social and economic burdens of
work-related diseases and in-
juries. This approach underscores
the often forgotten multidiscipli-
nary nature of our profession
and calls for research that con-
siders social and economic devel-
opment within the broader pub-
lic health context.12,23 This
occupational health research ap-
proach also would increase the
pool of professionals, community
organizations, unions, and ac-
tivists concerned with occupa-
tional health. Involving unions
and community organizations in
defining the occupational health
research agenda ensures its rele-
vance to people striving for bet-
ter working and living conditions
in their countries. It also should
provide evidence to grassroots
intervention programs to im-
prove the working and living
conditions of workers in the face
of official neglect. By such

means, occupational health re-
search may help create respon-
sive political mechanisms within
developing countries.

SELECTED
ILLUSTRATIONS

Silicosis, asbestosis, lead toxic-
ity, and pesticide poisoning rep-
resent striking case studies in
which an occupational illness
“stepped out” of the isolation of
the workplace and into the
realm of environmental and
public health concerns and,
more importantly, into the gen-
eral public consciousness.43

These occupational diseases
were eventually recognized as
social diseases rather than occu-
pational illnesses44,45 and were
thus perceived by the public as
scourges against social justice
and basic human rights. This
transformation in the public’s
risk and health perceptions led
to sweeping reforms in work-
place health and safety practice
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and regulations in the industrial-
ized countries.

Similarly, in the developing
world, several innovative, integra-
tive occupational health pro-
grams have succeeded in exam-
ining the interplay between work
and widespread nonoccupational
illnesses, such as AIDS and tu-
berculosis, and thus have suc-
ceeded in linking occupational
and environmental health.40,46

Such initiatives are perfect exam-
ples of programs that take occu-
pational health research out of its
“splendid isolation.”47 Child labor
presents yet another example in
which partnership with other re-
searchers from the disciplines of
social science, public policy, and
economics is built to counteract
the social and economic basis for
child labor. 48

Two occupational health
issues are presented to further
illustrate the point that an iso-
lated, workplace-based approach
falls short of responding to the
challenges of occupational health
in developing countries.

Women and Work
In addition to their domestic

responsibilities of childbearing,
child rearing, and family care,
women in the developing world
have worked in the agricultural
and informal sectors for millen-
nia. However, because their work
is usually not valued monetarily
in these sectors, it is often dis-
counted and rendered invisible.
In the formal sector as well, gen-
der inequalities are commonplace
in such areas as limited job op-
portunities, limited tracks for pro-
motion and leadership responsi-
bilities, and discrimination based

on work hazards. Women’s work,
particularly in the developing
world, is not adequately pro-
tected by national policies and is
generally restricted by traditional
social norms and such mispercep-
tions that women’s work is less
significant, is merely supplemen-
tary, or is unskilled. Hence, there
is an urgency to “examine the
wider impact of women’s different
productive and reproductive roles
on their occupational health.”(em-
phasis added)49(p39) Again, this
challenge to occupational health
transcends the boundaries of the
workplace and requires a multi-
disciplinary approach in which
occupational health researchers
partner with other social scien-
tists and advocates.

Use of Pesticides
Understanding and minimizing

the exposure of farmers and their
families to pesticides in the de-
veloping world cannot be viewed
as an isolated medical problem
or a mere technical problem. It
requires an understanding of
farmers’ knowledge, values, and
beliefs; of the contribution of the
agricultural sector to the overall
economy; and of the role and
power of international and na-
tional agribusiness operating in a
country. Occupational health re-
search, therefore, should be part
of a larger movement to ensure
just and sustainable agricultural
development. For example, occu-
pational health should promote
integrated pest management
practices, organic farming meth-
ods, control of the import of ille-
gal or banned chemicals, and
more responsibility from agro-
chemical corporations.

IMPLICATIONS

The call for a different occupa-
tional health research paradigm
carries 3 major implications. The
first concerns the training of oc-
cupational health researchers, es-
pecially those trained in industri-
alized countries. Occupational
health research from the devel-
oping countries has been criti-
cized as not being innovative or
as being an extension of research
conducted in the country of grad-
uate training, except for subopti-
mal assessment of exposures and
health outcomes.25,50 This is not
an outcome of lack of training;
on the contrary, in most cases, it
is a direct result of focused indi-
viduals with advanced training
who, on return to their home
countries, had to produce re-
search in a socially and economi-
cally constricted environment
where human and financial re-
sources are limited and data are
lacking. Therefore, in addition to
their traditional technical and
methodological training, occupa-
tional health researchers from
the less-developed countries
should be exposed to contextual
global, social, and political issues
and to the quantitative and quali-
tative research methodologies of
economics and social sciences as
they relate to occupational
health. This additional education
will equip them with better tools
to understand and explain the
world of work and will better
prepare them for new, more ef-
fective roles as researchers, as
well as practitioners and activists,
in underprivileged communities.

The second implication con-
cerns the mission statements and

research interest of leading occu-
pational health journals. To illus-
trate, the abstracts of all articles
published in 1999 in 4 interna-
tionally recognized and profes-
sionally recommended occupa-
tional health journals were
reviewed—2 American (American
Journal of Industrial Medicine and
Journal of Occupational and Envi-
ronmental Medicine), 1 British
(Occupational and Environmental
Medicine), and 1 Scandinavian
(Scandinavian Journal of Work,
Environment, and Health). The
majority of published articles
focused on occupational health
issues within the workplace (inter-
nal domain). Articles that focused
on issues within the external–
contextual domain were less fre-
quent, probably because they
migrated to specialized policy
and social science journals less
accessible to occupational
health researchers. Because the
occupational health journals
play a key role in the scientific
training and professional out-
look of occupational health
trainees from the developing na-
tions, it is vital that these jour-
nals offer a more comprehen-
sive and relevant perspective.

The third implication is the
need to rethink indicators for
achievement and progress in oc-
cupational health. Objective indi-
cators, such as fatal and nonfatal
work-related health outcomes,
are crucial for the measurement
of progress in the field,51 but
they cannot be the only yardstick
used, especially in developing
countries. These countries lack
historical data or current surveil-
lance systems. In most, even
basic objective indicators appear
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unattainable, at least in the near
future. In terms of occupational
health progress and achieve-
ment, process (e.g., training of
professionals; development of
professional theory and meth-
ods, programs, advocacy, re-
search, and partnerships) needs
to be recognized as much as out-
come (e.g., rate of occupational
injuries and diseases).

CONCLUSIONS

Occupational health long has
been recognized as a complex
field,10 and any attempt to “box”
it within a rigid framework that
deals only with worker-hazard
interaction runs the risk of mar-
ginalizing the field. I challenge
the claim that occupational
health is an unaffordable luxury
to be addressed after economic
development is secured. Instead,
I argue that occupational health
is a necessity and call for a re-
vised occupational health re-
search paradigm in developing
countries that focuses less on the
workplace and more on the
workers in their social con-
texts.46,52 A contextual, social
justice orientation of occupa-
tional health research, as op-
posed to the narrow traditional
approach, places occupational
health researchers in tandem
with other stakeholders in the
call for a just and healthy soci-
ety. In addition, only by becom-
ing a tool for social change
rather than a target can occupa-
tional health research effectively
understand the hazards of work
and its effects on workers and
the community in developing
countries.

This argument echoes what
many occupational health pro-
fessionals from both hemi-
spheres have repeatedly advo-
cated.6,10,35,50,53 The paradigm
argued for here also facilitates
more research and collaborative
opportunities for occupational
health researchers nationally, re-
gionally, and internationally, as
reported in a few leading initia-
tives.19,26,41,46 Forging a new
pathway for occupational health
research in developing countries
will not be an easy task. How-
ever, staying with the prevailing
paradigm means a prolongation
of neglect, ineffectiveness, and
professional stagnation.
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